disparate lines, neither of which gives a true indication of the relationship that exists (Cornbleet & Gochman 1979) . It is possible to take account of measurement errors on both axes by using the method of Deming (1943) (see also Smith et al. 198.0) , which will give the correct linear relationship between the variables.
A more valid and direct approach, however, would have been to disregard the plasma theophylline concentration and instead to have correlated the drug effect (i.e. rise in FEV t) directly with salivary and urine theophylline concentration. Thus a therapeutic window might have been defined in terms of salivary theophylline levels rather than using a saliva level to predict a plasma level which, in turn, would be used to predict therapeutic effect. However, if the authors still felt it was necessary to predict plasma concentrations from salivary measurements, Lena et al. (1980) have shown that an upper and lower saliva theophylline concentration could be determined which would include 95% of those plasma values which were within the therapeutic range. (1980 ) Clinical Chemistry 26, 1105 -1106 Choreoathetoid movements and thyrotoxicosis from Dr M R Clements, Dr D V Hamilton and Dr P Siklos Addenbrooke's Hospital. Cambridge CB2 2QQ Sir, We recently reported the case of a young man with severe thyrotoxicosis who presented with generalized choreoathetoid movements which resolved completely after conventional drug treatment of the thyrotoxicosis (June Journal. p 459). He remained well for 15 months, but we are now able to report subsequent developments.
During a period of emotional stress, the involuntary movements recurred and he required readmission to hospital. In addition, there was right lower motor neurone facial weakness and weakness of the right arm. All reflexes were brisk and plantar responses were bilaterally extensor. He was euthyroid and taking carbimazole 5 mg daily. An electroencephalogram showed a focal slow wave abnormality in the left temporal region. Cranial computed tomography was again normal. The involuntary movements improved over several weeks without specific therapy and he is now well 2 months later.
Whilst there has been one report of hyperthyroid chorea becoming permanent (Delwaide & Schoenen 1978) , it is possible that our patient has a subclinical movement disorder which was unmasked by thyrotoxicosis, a phenomenon previously described with Huntington's chorea (Murthy et al. 1977) .
Our patient was noted to be 'floppy' at birth following a prolonged labour, and there was delay in speech development during childhood. His IQ is in the low normal ra~e and has fallen slightly over the last 15 months. This suggests that perinatal brain damage may have lowered the patient's threshold for the development of abnormal movements in the presence of thyrotoxicosis. It may even be that the thyrotoxicosis has caused irreversible deterioration in his stable neurological condition rather than temporarily unmasking it. . I was slightly surprised to find gallbladder disease omitted from the list of possible aetiological factors, since this may give rise to abnormal sensations of taste (especially metallic), and the age and sex of these patients would classify them as candidates for biliary disorders. Another possible explanation for the dry mouth first noticed at this age might be the loss of muscle tone which occurs as age advances and some patients might, as a consequence, become mouth breathers. The factors, if present, would not however alter the authors' conclusion that personality type plays a considerable part in altering the level of symptom awareness. Yours faithfully A F TUXFORD
